CONTEXT: Long-acting reversible contraceptive (LARC) methods (IUDs and implants) The unintended pregnancy rate in the United States is among the highest in the developed world; 1 an estimated 49% of pregnancies are unintended, and approximately half of these end in abortion.
The unintended pregnancy rate in the United States is among the highest in the developed world; 1 an estimated 49% of pregnancies are unintended, and approximately half of these end in abortion. 2 Women who have abortions are at high risk of repeat unintended pregnancies in the subsequent year. 3, 4 Long-acting reversible contraceptive (LARC) methods-IUDs and implants-are the most effective reversible methods available, and are deemed top-tier for effectiveness by the Centers for Disease Control and Prevention. 5 They are safe for a wide range of women, including those who are nulliparous or adolescent, or have a history of pelvic infl ammatory disease. 5, 6 Research has documented the safety of immediate postabortion LARC provision, 7 which avoids the loss of patients who do not return. One study showed that only 26% of women who wanted an IUD returned for a follow-up insertion by six weeks postabortion. 8 Many of the women who do not attend follow-up contraceptive appointments are at high risk of unintended pregnancy. 9 Aside from benefi ting the individual patient, IUD use offers substantial public health benefi ts, including reduced cost and decreased occurrence of repeat abortions, when compared with the use of many other methods. 10 According to one estimate, if 20% of U.S. women getting abortions had immediate placement of an IUD, 43,000 unintended pregnancies could be prevented annually. 11 Despite clear evidence of the safety and effectiveness of postabortion provision of LARC, nationally representative survey data show low rates of LARC counseling and provision among abortion providers. 12, 13 Thompson et al. 13 found that only 36% of providers offer immediate postabortion placement of IUDs, and only 17% offer implants. Fewer than half of abortion patients receive counseling and information about LARC methods, and almost onethird of clinics do not offer these methods at all, even at follow-up visits. 13 Because U.S. women have low knowledge of LARC, [14] [15] [16] a better understanding of clinic practices and increased support for evidence-based provision of LARC in the abortion care setting are in the public interest. Provider knowledge of and comfort in providing these methods are known to be associated with use rates, 17 so we sought to explore the perceptions of those who could most easily address these issues-health educators and postabortion contraception providers.
Qualitative research can help explain why LARC provision is low in settings serving women at elevated risk of unintended pregnancy. We conducted semistructured interviews with health educators and clinicians providing Clinics at which at least three interviews were successfully conducted received $200. The study was approved by the University of California, San Francisco, Committee on Human Research.
Analysis
Digital interview recordings were transcribed verbatim, and participants' identifying details were removed. Both deductive and inductive methods of data coding were used. Deductively derived themes were determined a priori by interview question topics, and other codes were added inductively as unanticipated themes arose in the transcripts. Two researchers coded the data using the software program ATLAS.ti 5.5, and cross-coding ensured the consistency of coding between the two analysts. This analysis allowed for comparison of responses across sites and participants, and for exploration of opinions across themes. After coding was completed, coauthors identifi ed dominant themes and prevailing insights.
RESULTS
Among the clinicians interviewed, 14 were physicians, four were advanced practice clinicians and two were physician assistants. The median age among clinicians was 48 (range, 29-73), whereas the median among health educators was 32 (range, 22-60). Median patient volume (abortions performed per year) at the sampled clinics was 1,804 (range, 101-10,155); 17 of the facilities were stand-alone clinics, four were high-volume hospital-based clinics and four were private practices. Facilities were distributed across the country: eight in the South, four in the Northeast, four in the Midwest and nine in the West. Half of clinics offered LARC immediately after an abortion, and seven received assistance from programs that provide LARC methods free of charge to qualifi ed low-income patients. † Our fi ndings illuminated myriad aspects of LARC provision and ways in which provision is either helped or hindered by staff attitudes, knowledge and practices. We also assessed factors such as protocols, clinic fl ow (the coordination of procedures) and cost. Five themes were identifi ed: LARC counseling, use of follow-up visits, perceptions about method safety and risk, barriers to postabortion provision and expansion of LARC provision.
postabortion contraceptive care to understand why some providers routinely include LARC methods in their clinical practice and others largely omit them. We also aimed to identify factors that could help clinics transform their practices to begin postabortion LARC provision. We believe this is the fi rst study to include both health educators and clinicians in a comprehensive review of LARC practices, and the potential for change, in the abortion care setting.
METHODS
This study was the second part of a mixed-methods study, the quantitative portion of which has already been published. 13 The overall study sampling frame was the 326 U.S. members of the National Abortion Federation (NAF). In general, NAF members include many practices that perform a high number of abortions and relatively few private-practice physicians; 18 approximately half of U.S. abortions are provided at NAF member facilities. 19 In the quantitative study, an online survey was sent to all NAF members. Telephone interviews were conducted in 2009 with a subsample of 25 clinical sites from the initial study. Sites were selected through purposive sampling to encompass a range of clinical settings (stand-alone abortion clinics, private practices and hospitals), postabortion LARC practices (several sites with high provision rates were intentionally chosen) and state policies regarding public funding for contraceptive services. We selected a variety of practice sizes in 17 states across the country and the District of Columbia.* At each site, telephone interviews were attempted with a health educator, a clinician, the clinic manager and a billing person. Trained interviewers followed structured topic guides covering general practice characteristics, training in LARC provision, knowledge and attitudes about LARC, current practices and barriers to immediate postabortion LARC provision. The health educator topic guide focused on patient education, communication barriers, appropriate LARC candidates, patient concerns and receptiveness to learning about LARC. The clinician topic guide emphasized clinical components of LARC, such as risks and side effects, techniques for diffi cult insertions and clinical protocols. Topic guides for clinic managers and billing staff were relatively brief, and covered clinic practices and fi nancial and reimbursement issues.
The guides comprised open-ended questions, and were developed using previous research and in consultation with contraceptive care experts. 12, 17 After the guides were pilot-tested, interviews were conducted with 24 health educators and 20 clinicians, as well as 44 clinic managers and billing staff. Five clinicians were unwilling or unable to participate; no health educators refused to participate (though one could not be contacted). Interviews with clinicians and educators lasted half an hour, on average. Those with clinic managers and billing staff lasted approximately 15 minutes; information collected from these personnel was used only for descriptive purposes, to give context to the data collected from the educators and clinicians. that have a higher typical effectiveness rate.... Whatever the reasons were they got pregnant, they need to know how to prevent that from happening again."
Follow-Up Visits
In half of the practices, LARC methods were available only at follow-up, rather than on the same day as the abortion visit. Because of clinical protocols regarding infection screening, several clinics required two additional visits for patients who wanted an IUD insertion. Health educators and clinicians frequently mentioned that the pregnancy risk is high for women who have to return for an IUD, both because of the interim exposure and because the follow-up rate is low. Across the sample, participants noted the low follow-up rates after an aspiration abortion (generally around 35-45%). Rates were higher among medication abortion patients (approximately 80%), but very few practices offered LARC to these patients at their follow-up visit. One obstetrician-gynecologist expressed frustration that was shared by other clinicians and health educators: "I don't have any exact number, but an amazing percentage of people [whom] I tell … 'No sex until I see you for your follow-up' don't pay any attention to me. They may come back pregnant, and then they don't get their birth control either."
The clinicians and health educators who worked at clinics that did provide LARC immediately postabortion considered that initial visit to be a crucial opportunity for women' s contraceptive care. As one obstetriciangynecologist noted, "They have the doctor' s attention or medical attention at that time, and they may not see it any other time afterwards. It' s our obligation to offer as much as we can during that visit."
Perceptions About Safety and Risk
Beliefs about the safety and effi cacy of LARC methods were overwhelmingly positive. All respondents recognized the overall safety of LARC, but views of appropriate candidates for IUDs and implants, as well as of the potential risk of insertion procedures, varied widely depending on their practice background. Misperceptions about who is an appropriate candidate for LARC, primarily regarding nulliparous women and teenagers, were typical among educators at clinics with low or no provision of these methods. In practices with limited LARC provision, few patients received LARC counseling, and restrictive views on who can safely use the methods were common, as demonstrated by the concern of a physician' s assistant, who noted, "The only problem is the IUD is not a good choice for abortion patients. Our clientele tends to be very young here, and IUDs are for a typical demographic which does not include our little 17-, 18-year-olds." Health educators at clinics that offered limited provision held similar misperceptions about appropriate candidates. One stated, "People who have had at least one child … are a better candidate, and people who don't have any history of yeast or bacterial infections can be good candidates."
LARC Counseling
In the abortion care setting, contraceptive counseling usually takes place before the clinician interacts with the patient. Typically, patients make contraceptive choices during the preabortion counseling session with a health educator and then undergo the formal consent with a clinician. Regarding the content of the counseling and different approaches to patients, one health educator noted, "Everybody has their own method [in] how they do the counseling session." Educators related that when they saw patients who were emotional and not able to absorb much contraceptive information, they encouraged them to revisit the information at home and return for contraceptive care. Some patients were resistant because of partner pressure or general doubts about contraception. For the most part, however, educators saw patients who were receptive to contraception, and who left the clinics with a method-most frequently, a one-month sample of oral contraceptives.
Educators were keenly aware of pill failures, and frequently talked about patients' missing pills and the diffi culty of daily adherence. Nevertheless, top-tier effective methods, such as LARC, were not always covered in counseling. One nurse practitioner described the routine counseling and prescribing practices at her clinic, which seemed common to many: "Typically, we start abortion patients off with pills. That is the most common method, I'd say, in the beginning…. Eventually, if the patients are having problems, we can switch them to any other method." A health educator at a different clinic described another common approach-continuing what the patient has used in the past: "Normally, we'll ask them, 'Were you using birth control, or have you used it in the past?' And if they liked what they were using before, we'll try and keep them on that."
Counseling varied with exposure to evidence-based education and clinical training on LARC provision. In the clinics with special LARC interventions, such as dedicated clinician training and free devices, patient counseling on LARC methods was generally routine. Health educators who had attended LARC sessions at conferences were more likely than others to include these methods in counseling, and perhaps even to prioritize counseling by level of method effectiveness. As one health educator who had been to such trainings noted, "We talk to [patients] about what would they like to do. Is this the method that they would like to continue, or are they looking at a different method? And we try to get through all of the methods that are available, starting with long-acting reversible contraceptive methods fi rst, talking about IUDs and Implanon."
While counseling practices on LARC varied widely, educators consistently expressed that their patients appeared very receptive to learning about the methods. Educators believed that young women who did not know about LARC methods were particularly appropriate candidates for such information. According to one health educator, "A lot of them don't really know anything other than the pill. So I think it' s good to inform them about other things the cost." Although providers recognized the burden of the high up-front costs, they also understood the costeffectiveness of LARC over time. As one obstetriciangynecologist stated, "If somebody can afford to pay for an IUD up front, I think I calculated for a ParaGard IUD [that] if you actually keep it for 10 years,… it costs you about 13 cents a day."
Clinics struggled with how to cover their costs for postabortion LARC provision, particularly for low-income patients. Although federal Title X funds are available for family planning services, they cannot be used in programs that provide abortion services, and this severely limits the assistance available to help poor women pay for postabortion contraceptives. Many clinics do not take insurance-either because so few of their patients have coverage or because the contract negotiation and reimbursement processes are too cumbersome. 13 Clinicians frequently expressed concern about patients' ability to pay for their care, particularly since patients often pay out of pocket for both the abortion and contraceptives. Among respondents who discussed insurance coverage, the negative sentiments were quite strong; one nurse practitioner stated, "I'm so frustrated with insurance companies and all their ridiculous requirements and their lack of coverage for birth control for women." Even staff at clinics that had contracts with private carriers said the insurance did not necessarily cover all of the costs. As one health educator explained, just because the device is covered does not mean the clinic will get all costs reimbursed: "We do not get reimbursed for the doctor' s time [for] an IUD insertion at the time of an abortion…. So, some of this is [about] whether the physician' s willing to basically donate their time or not for doing it."
Concerns about how postabortion LARC provision would alter clinic fl ow also arose. On days when aspiration abortions are being performed, practices must follow a complex clinic schedule. For example, a patient may see a billing person, a health educator for counseling, a nurse for intravenous catheter placement and lab draws, an advanced practice clinician for a medical history review and fi nally a physician for the procedural consents and actual procedure. Given the coordination required to keep this process moving effi ciently, respondents worried that adding timeintensive LARC counseling and consent could disrupt clinic fl ow. One obstetrician-gynecologist expressed the views articulated by many: "There' s just some concern that we have this very fi nely balanced, fi nely tuned machine, and little things can throw it off. And the insertion of an Implanon or an IUD is nothing, but at what point do we counsel these people and get them consented?"
Participants noted that counseling and consent take longer when staff members are unfamiliar with the process. Moreover, patients electing implants must complete the manufacturer' s consent form in addition to the clinic' s paperwork. Almost all clinics that offered immediate postabortion implant placement had advanced practice clinicians placing implants in a different room after the Clinicians and health educators at practices that did not routinely offer LARC were also more likely than others to express concern about risks such as IUD expulsions, infection or perforation. Furthermore, they worried that IUD placement immediately after a surgical procedure or at a follow-up visit after a medication abortion would complicate the management of routine symptoms and was therefore not appropriate.
The required clinician training for single-rod implant insertion was not widespread among respondents, which limited the provision of implants at many sites. Health educators and clinicians who were relatively experienced with the method were more willing than others to discuss the implant with all patients and were more positive about its use. They appropriately cited irregular bleeding as their main concern. At clinics that did not offer this method, respondents voiced greater worries about inserting a foreign object in patients and held non-evidence-based views of appropriate candidates. Health educators with low familiarity with the method often requested further information during the interviews, demonstrating interest in learning about these LARC methods.
In contrast, at practices that offered postabortion LARC provision, clinicians perceived far less risk and had no technical concerns about IUD or implant insertions. One such obstetrician-gynecologist voiced a sentiment expressed by several with signifi cant experience, saying, "I don't know that I've had a diffi cult IUD insertion." In these practices, staff were far more likely to hold evidence-based views of who were appropriate candidates for the methods, and many explained how their views had changed in recent years for IUDs to include teenagers and women who did not have children. These health educators realized that misperceptions about the methods exist, but they themselves did not hold them. As one stated, "I think there [are] a lot of misconceptions about IUDs that are out there, a lot of wives' tales about IUDs and when you can and can't get IUDs. But we put [them in] a wide range of women. We put them in nulliparous women, we put them in women that have 10 kids, we put them in women that are not married."
Barriers to Postabortion LARC Provision
The most commonly mentioned barriers to postabortion LARC provision were cost-both to the patient and to the clinic-and concerns about clinic fl ow. Cost came up repeatedly as an important factor affecting whether patients could get LARC immediately postabortion, even in discussions seemingly unrelated to it. As one health educator noted, refl ecting sentiments expressed by many, patients seem to be very receptive to learning about IUDs, but "once they learn the cost,… you can see kind of a glaze go over their eyes, where it' s like, 'How attainable is that for me? '" In naming disadvantages of postabortion LARC provision, one clinician said, "The disadvantages are number one, the cost; number two, the cost; number three, insurance. One obstetrician-gynecologist commented, "Until we had that LARC program, I had one woman who came back for four medical abortions in a row because her insurance program didn't cover an IUD." Practitioners in clinics without special programs were aware that access was restricted for their patients. As one health educator reported, "I wish that we had the ability or the funds or whatever means available to offer [immediate postabortion LARC provision] to every patient.… I think that we would fi nd that the majority of our patients would go ahead and opt for that instead of coming back."
From our interviews, we found that clinician training is essential for initiating postabortion LARC provision. For IUDs, education about appropriate candidates is needed, as well as up-to-date information on the risk of expulsions, perforations and infections. Most providers employing evidence-based practices seemed to have gotten their information from presentations or colleagues at conferences or training workshops. For implants, the Food and Drug Administration (FDA) mandates hands-on insertion training, and many practices do not have clinicians who have completed the training. Those who have been trained consider the method extremely safe, easy to insert and remove, and appropriate for most women, although limited by its high cost and association with irregular bleeding. In practices that had integrated LARC services into postabortion care, health educators and clinicians alike spoke positively of the change.
DISCUSSION
Our interviews with health educators and clinicians in abortion clinics around the country suggest that, in keeping with the evidence, they believe immediate postabortion LARC provision is safe and reliable. However, half of the surveyed clinics did not offer postabortion LARC services, mainly for nonmedical reasons. Virtually all U.S. abortion clinics offer oral contraceptives, which have higher failure and discontinuation rates 12, [20] [21] [22] than LARC methods. Cost was the most frequently discussed barrier to provision of LARC methods-because of both the high up-front costs to patients and clinics' inadequate reimbursement for the devices and placement procedures. Although logistical barriers related to clinic fl ow were also mentioned, some clinics were able to surmount these barriers by altering clinical protocols in ways that allowed them to maintain effi ciency. Often these changes were initiated by a clinician who had been inspired by colleagues who were offering their patients postabortion LARC services.
The cost issues raised by many respondents have fi nancial implications at both the policy and the health systems levels. Pricing of methods is driven-in part-by the manufacturers, who maintain patent rights to their devices, allowing them to keep prices well above costs. Although a progestin-containing IUD that will be signifi cantly cheaper than what is currently available is under development by a nonprofi t organization, it is not expected to be FDAapproved and market-ready for several years. Aside from abortion, to avoid tying up a procedure room or the physician' s time. As one nurse practitioner, who also served as clinic director, stated when asked how her clinic could begin to offer postabortion implant insertions: "I don't know if the docs are going to slow down enough to do it.… In order to offer Implanon, I would probably have to have a nurse practitioner [in the clinic] on that particular day."
Many clinicians commented that patient care-and the decision about whether to offer postabortion LARC provision-was being made for administrative or logistical reasons, not medical ones. According to one obstetriciangynecologist, the approach of scheduling LARC services for a different day from the abortion is "only a logistical decision [and] has nothing to do with any medical reason" not to provide those services immediately postabortion.
Expanding Postabortion LARC Provision
Several health educators and clinicians identifi ed specifi c experiences that had allowed them or their clinics to begin providing LARC methods postabortion. Some identifi ed changes in clinic protocols, such as removing a Pap smear requirement. More commonly, they mentioned that education-through a conference or meeting with a trusted colleague or expert-had motivated them to expand their LARC provision. Several obstetrician-gynecologists had been motivated by data presented at conferences on the safety of immediate postabortion insertion of IUDs, and they specifi cally mentioned information regarding infection and IUD use for nulliparous women. A nurse practitioner remarked that her medical director had been motivated to offer IUDs postabortion by a friend who is a national leader in contraceptive research. Others mentioned that colleagues at professional conferences had encouraged them to initiate postabortion provision at their clinics. For example, one obstetrician-gynecologist related, "We actually had one patient recently in whom I put an IUD at the same time as the termination was done. It was the fi rst time that had ever been done in that clinic, and I'll have to admit, as old as I am, it' s the fi rst time I've ever done it. I've had some fairly long-held views about certain aspects of IUD use, and as a result of a [recent] meeting,… I was willing to give it a go and put it in, and things went fi ne."
Both health educators and clinicians expressed the importance of further education and training. Those in practices that received training regarding LARC and that provided low-or no-cost devices tended to view insertions as far less risky and to employ more evidence-based practices than others. They also were more likely to offer medication abortion patients a LARC method at the follow-up visit. Several respondents said that grant programs and training programs were critical to improving low-income patients' access to LARC methods following an abortion. As one family physician noted, "Without the grants, many of our patients just couldn't afford an IUD." For some women, these assistance programs were the only way they had access to effective contraceptives, even if they had This study has limitations. Contraceptive counseling and provision practices were reported by the health educators and clinicians themselves, so social desirability bias likely infl uenced our fi ndings. We might expect these respondents to report more forward-thinking and ideal practices than are the norm, given the time and resource realities in most clinic settings. Furthermore, we selected clinics that had relatively high rates of postabortion LARC provision, to shed light on how these services can be successfully integrated into clinic practice; therefore, the availability of postabortion LARC services, and perhaps the open-mindedness of clinicians and educators, may not be as widespread as suggested by our sample.
Nevertheless, the overarching message from these interviews is that decisions regarding patient care and contraceptive services are sometimes made for nonmedical reasons. Contraceptives are highly cost-effective for individual women, as well as for health systems, and LARC methods are the most cost-effective of all reversible methods. [27] [28] [29] In this era of evidence-based medicine, this is an arena where clinical practice is deviating from the best evidence. It is in the best interest of abortion patients, as well as public health, to have the most effective and cost-effective methods of contraception available to reduce the risk of recurring unintended pregnancy and repeat abortion. the price of these devices, many patients must bear the cost of the abortion procedure ($450-1,500 23 ) and possibly a LARC placement fee. Because placement is infrequently offered immediately postabortion, many patients must return for a follow-up visit, which incurs additional costs in both money and time. These cost factors make it diffi cult for women to use the methods that are most effective at preventing unintended pregnancies, likely resulting in public health and societal costs that are preventable.
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These fi nancial barriers to postabortion LARC provision are exacerbated by systems barriers that limit women' s contraceptive options. For example, fewer than one-third of women who have abortions have private insurance coverage. 24 Thus, most women getting abortions must either pay out of pocket or rely on public funds, not only for their procedures, but also for their postprocedure birth control. Clinics offering Title X-funded services cannot extend federal discounts or coverage for contraceptives to abortion patients, and the result is prohibitive costs for immediate postabortion LARC provision for poor women. 13, 25 In states with mandated private insurance coverage for contraceptives or Medicaid family planning expansions, clinics can provide LARC services, even after an abortion, so some of these cost and reimbursement problems are attenuated. However, at the many clinics that struggle with regulations that require a separation of abortion and contraceptive care, patients cannot receive LARC immediately postabortion because of cost barriers. Legislative mandates requiring separate funding sources for poor women complicate patient care by forcing abortion patients who wish to use LARC methods to get them from a different provider or on a different day. As a result, many women known to be at high risk of repeat unintended pregnancies do not obtain a LARC method, and some obtain less effective contraceptives.
For insured women, some of these fi nancial barriers may become less onerous. Under the Affordable Care Act, the Institute of Medicine was asked to determine what "basic preventive services" should be covered-at no cost-by all new insurers. Its recommendations included all FDAapproved contraceptive supplies and services. If implemented, this recommendation could have a signifi cant impact on access to postabortion LARC care for the onethird of abortion patients who have insurance. Results of a study in St. Louis suggest that when cost is not an issue and trained providers and counselors offer LARC to patients as top-tier methods, two-thirds of women prefer a LARC method. 26 Although the Institute of Medicine recommendations may address some of the patient-level concerns, it is unclear how they will be implemented and if they will address the clinic-and provider-level concerns. Many providers described fi nancial disincentives to postabortion LARC provision-namely, low levels of reimbursement and time-consuming and ineffi cient processes for obtaining reimbursement. If implemented, the new recommendations would remove some of the fi nancial disincentives
